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THE THEME of this special issue is families, 
which is timely in view of the recently 
published updated drug and alcohol 
strategies. Whilst the plight of the families 
of substance misusers has been likened to 
the trauma of living with other illnesses or 
problems, there is still something unique 
about having a relative with an alcohol or 
drug problem 12 . Substance misuse rarely 
exists in isolation, often resulting in 
complex and chaotic situations where 
problems with physical and psychological 
health, family relationships, family 
environment, education, employment and 
finances can persist. Children can have a 
particularly tough time living in these often 
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chaotic, frightening and unpredictable 
environments, affected by inconsistent or 
absent parenting and experiencing 
problems with school attendance, 
educational performance and relationships 
with peers 3 4 . 

Often, it is the conflict and disruption, 
and accompanying feelings of worry, shame, 


guilt, fear and embarrassment, which causes 
the greatest upset and which can bring 
frequent and ongoing dilemmas about how 
to cope. Interestingly however, there is an 
important and growing body of evidence 
which indicates that many of those who live 
with someone else’s substance misuse are 
not as negatively affected as might be 
expected 5 and can display remarkable 
resilience to their plight. 

Despite recognition that the number of 
affected family members exceeds the 
number of substance misusers (exact figures 
do not exist), awareness of the myriad of 
ways in which family members can suffer, 
and evidence that interventions including a 
social component are among the most 
successful, the treatment field has been 
slow to respond, remaining stuck in a 
traditional model of focusing 
individualistically on the substance misuser. 
Given that many family members find it 
incredibly hard to ask for help, it is no 
surprise that many can end up extremely 
isolated. After years of marginalisation, 
however, policy is starting to recognise that 
family members are an integral part of the 
solution, and these advances are welcomed 
through, for example, the new Drug 
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BEHAVIOURAL COUPLES THERAPY 


THE NICE guidelines for psychosocial interventions 
in drug treatment recommended a number of 
therapies not widely used in the UK. 1 These included 
Behavioural Couples Therapy (BCT), a structured 
approach for working with couples where one of the 
couple has a substance abuse problem. 

This therapy was developed in the United States 
by Fal-Stewart, O’Farrell and colleagues over the past 
30 years. It is a skills building approach, similar in 
flavour to Dialectical Behaviour Therapy (DBT). 
Essentially the developers argue that family members 
play a crucial role in originating and maintaining 
addictive behaviours. 

Patterns such as lack of caring behaviours, poor 
communication and poor problem solving underlie 
substance abuse behaviours and these then in turn, 
through arguments, lying about use, nagging 
behaviours, lead to further relationship stress and 
further substance abuse. In place of these BCT aims 
to promote relationship healing through teaching 
skills to increase caring behaviours, improved 
communication and problem solving. These in turn, 
through explicit contracting, support recovery and 
engagement with other aids to recovery 
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BCT has three primary aims: 

1. To eliminate abusive drinking and drug taking. 

2. To engage family support for efforts to change. 

3. Restructure couple and family interaction patterns 
to make long-term stable abstinence more likely 

BCT uses structured sessions, usually 13 to 20, to 
instil the identified skills into the couple’s skill 
repertoire. Home work assignments and monitoring 
are a core part of treatment. Shorter versions have 
been trialed, including doing group BCT, with good 
results. NICE however recommends at least 12 
sessions. The outcomes of trials indicate that BCT 
results in less frequent substance abuse and fewer 
related problems. Also participants report happier 
relationships and fewer relationship breakdowns. 
Although not a direct aim of BCT it was also found 
that BCT significantly reduces the incidence of 


intimate partner violence. 

NICE drew on only three published papers, 
although there exists far more evidence for the 
treatment of alcohol problems. 2 There has also been 
research exploring level of skill required to deliver 
the manuals with very positive findings for less 
qualified practitioners. However BCT is not widely 
used, even in the USA. This means that training is not 
widely available and will prove a challenge to services 
in the UK. This should improve as training starts to 
disseminate in the UK. 

The authors argue that because the treatment is 
very structured it is easier to learn. All the different 
platforms are manualised and freely available from 
the developer’s website (see below). There is also a 
manual available for purchase. 3 

It would seem in most cases that BCT would be 
used either (1) post-detoxification or (2) when illicit 
drug use stops in drug substitution treatment. As 
such it would be probably best delivered as a 
specialised care pathway within existing services. 

This would allow for a small cohort of staff to be 
trained initially and added to over time through 
internal training. The understanding of behavioural 
principles will certainly make learning the approach 
more straightforward, but it would appear that BCT 
is able to be adopted by many professions. 

Who is it for? 

1. Those in a relationship where one partner is 
not abusing substances. 

2. Those committed to abstinence. 

Who is it not for? 

1. Both partners are using substances. 

2. No commitment to abstinence. 

3. Serious domestic violence. 


RESOURCES 

• www. nida. nih. go v/PDF/Perspectives/vol2 
no2l04Perspectives-Behavioral.pdf 

• www.addictionandfamily.org 
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c=!> Strategies for England, Scotland and Wales 
as well as from ‘Hidden Harm’ 6 which 
focused specifically on the children of 
parental drug misusers. Alcohol policy is 
not so well developed although ‘Safe 
Sensible Social’ 7 , the revised National 
Alcohol Strategy for England, contained a 
clear message about including families. 

A growing body of evidence has 
identified three broad ways in which 
families can be helped 8 : 

1) involving family members to engage and 
support engagement of misusers in services; 

2) working jointly with misusers and, 
usually, their spouse/partner; and 

3) supporting family members in their own 
right. 

Some approaches in the first two areas, 
largely from the USA, are well evidenced 8 , 
but often outcomes focus on consumption/ 
cessation, but do not attend to change for 
other family members, and inadequately 
consider how to translate the research 
evidence into everyday practice. The third 
area is still in its infancy, yet results are clear 
about how much family members can 
benefit from support specifically oriented to 
their own needs 8 . 

In the UK, work in this area includes 
self-help groups, services for children, 
services for whole families, and a well 
evidenced brief structured intervention 
which has been evaluated in primary care 
and specialist drug and alcohol services, and 
has also featured in developmental 
research, has supported services and teams 
to become more family focused 9 ’ 10 ’ 11 ’ 12 . 

This intervention, which can be used in 
individual or group formats as well as a self- 
help manual and an online resource, 
reduces family members’ negative 
symptomatology, alters coping, improves 
support and empowers family members to 
feel more hopeful about their situation. 
Awareness of protective factors and 
processes and how they contribute to the 
presence of resilience is also making an 
important contribution to the development 
of services and interventions in the UK 5 . 

For the addiction treatment field to 
continue to move towards a family-oriented 
model of delivery requires continued 
philosophical change on two levels. First, 
there needs to be ongoing recognition of 
the numbers of family members, the extent 
and complexity of their needs, and the 
importance of having them at the heart of 
addiction treatment and of direcdy meeting 
their own needs wherever possible. 

Second, services need to be supported to 
embark upon the lengthy and often 
challenging process of organisational 


change as they move from individualistic 
service models, to ones more grounded in 
family focused principles. Fostering 
effective multi-agency and multi-disciplinary 
partnership arrangements is central to this. 
Further, services must be supported to 
make the necessary practical changes. This 
covers a multitude of practical factors, 
including client files and data recording 
systems, advertising, opening hours, 
location and facilities as well as training, 
management and supervision needs. 

Unfortunately, policy developments 
rarely come with adequate detail of what 
works, additional resources or detailed 
guidance on how to develop, maintain and 
sustain services, nor on how factors like 
population characteristics, patterns of 
drug/alcohol misuse and geography affect 
the decisions that need to be made about 
services. Whilst the future is brighter now 
than it has ever been for the families of 
substance misusers, without greater 
strategic direction and detail to follow on 
from national policies, then these 
developments will be nothing more than 
tokenistic and families will remain on the 
periphery. 


RESOURCES 

1 Alcohol Concern is the UK national agency 
for alcohol misuse and has developed a 
website to support professionals working 
with families affected by alcohol misuse. 
www.alcoholandfamilies. org. uk 

2 Adfam is the leading national organisation 
working with and for families affected by 
drugs and alcohol, www.adfam.org.uk 

3 The Mental Health R&D Unit in Bath 
has a long-term programme of research 
and development activity in this area. 
www.bath.ac. uk/health/mhrdu/ 

4 Family members are encouraged to participate 
in research to assess the feasibility and 
impact of a specially developed self-help 
website, which guides them through a series 
of steps to support enhanced understanding 
of the problem and what the family member 
can do. 

www.alcoholdrugsandfamilies. nhs. uk 

5 ENCARE is the European Network for 
Children Affected by Risky Family 
Environments. It is a major Europe-wide 
collaboration which has undertaken a range 
of work, and produced a range of outputs, 
focused on supporting professionals who 
work with children who may be affected by 
parental alcohol misuse and/or parental drug 
misuse, www.encare.info and 

www. encare. in fo/uk 


* 


REFERENCES 

1 Barnard M (2007). Drug Addiction and 
Families. London; Jessica Kingsley. 

2 Orford J, Natera G, Copello A, Atkinson C, 
Tiburcio M, Velleman R, Crundall I, Mora J, 
Templeton L & Walley G (2005) Coping with 
Alcohol and Drug Problems: The 
Experiences of Family Members in Three 
Contrasting Cultures. London; Taylor and 
Francis. 

3 Kroll B & Taylor A (2003). Parental 
Substance Misuse and Child Welfare. 
London; Jessica Kingsley. 

4 Templeton L, Zohhadi S, Galvani S & 
Velleman R (2006). "Looking Beyond Risk": 
Parental Substance Misuse, A Scoping Study. 
Final report to Scottish Executive, Substance 
Misuse Research Team. 

5 Velleman R & Templeton L (2007). 
Understanding and modifying the impact 
of parents' substance misuse on children. 
Advances in Psychiatric Treatment 13; 79-89. 

6 Advisory Council for the Misuse of Drugs 
(2003). Hidden Harm: Responding to the 
needs of children of problem drug users. 
The report of an Inquiry by the Advisory 
Council on the Misuse of Drugs. 

7 Department of Health et al. (2007). Safe 
Sensible Social. The next steps in the 
National Alcohol Strategy. London; 
Stationery Office. 

8 Copello A, Velleman R & Templeton L 
(2005). Family interventions in the 
treatment of alcohol and drug problems. 
Drug & Alcohol Review 24(4); 369-385. 

9 Copello A, Templeton L, Krishnan M, Orford 
J & Velleman R (2000). A treatment package 
to improve primary care services for 
relatives of people with alcohol and drug 
problems: feasibility and preliminary 
evaluation. Addiction Research, 8, 471-484). 

10 Copello A, Orford J Velleman R, Templeton 
L & Krishnan M (2000). Methods for 
reducing alcohol and drug related family 
harm in non-specialist settings. Journal of 
Mental Health, 9, 329-343. 

11 Orford J, Templeton L, Copello A, Velleman 
R, Ibanga A & Binnie C (2008). Increasing 
the involvement of family members in 
alcohol and drug treatment services: the 
results of an action research project in two 
specialist agencies. Drugs: Education, 
Prevention and Policy, under review. 

12 Templeton L, Zohhadi S & Velleman R 
(2007). Working with Family Members in 
Specialist Drug and Alcohol Services: 
Findings from a Feasibility Study. Drugs: 
Education, Prevention and Policy 14(2); 137- 
ISO. 



Lorna Templeton 
is Research 
Manager at the 
Mental Health 
R&D Unit, the 
Alcohol, Drugs 
and the Family 
Research 
Programme, 
University of 
Bath, and Avon 
& Wiltshire 
Mental Health 
Partnership NHS 
Trust. 


SCANbites, summer 2008 | 3 








interview 


Investing in families 

An interview with Professor Stephen Scott 

Stephen Scott is Professor of Child Health and Behaviour at the Institute of Psychiatry, Kings College London and is Head of the 
National Specialist Adoption and Fostering Clinic. He is a founding co-editor of the journal 'Child and Adolescent Mental Health' 
and a co-author of the textbook, 'Child Psychiatry'. His extensive research career has included the evaluation of parenting 
interventions and their impact on conduct disorder and antisocial behaviour in children and adolescents. He is the founding 
Director of Research at the newly established National Academy of Parenting Practitioners and he advises government on the 
development of parenting services, which are currently undergoing significant development. He talks to Colin Drummond for 
SCANbites on his work and its connections with the addiction field. 


CD: Stephen how did you become 
interested in child and adolescent 
psychiatry? 

SS: I started off by doing a psychology 
degree in Bristol University, and then 
worked for a year as a psychologist in 
research, but I always knew that I wanted to 
do medicine. So I studied medicine and 
became a paediatrician for five years. I then 
became interested in the long term 
psychological effects of prematurity and the 
impact of intensive care. I wondered about 
their more general development and if we 
were doing them good. So I then trained as 
a child psychiatrist with Sir Michael Rutter 
at the Maudsley Hospital who was an 
exciting person to work for. He has covered 
almost all of child psychiatry, but the one 
area that he hasn’t got involved in is 
treatment, so that made it interesting for me 
to try and do something different from the 
more traditional science of epidemiology. 

CD: What are the main insights that 
you have gained through the 
research you have done over the 
years? 

SS: One insight is that we do have to be 
sceptical that our interventions make any 
difference. There are many trials in children 
showing that in real life conditions 
psychotherapies and drug therapies, such as 
giving antidepressants for adolescent 
depression, are often minimally effective or 
ineffective. Even more worrying some 
interventions actually make people worse. 
For example, studies of putting youths 
together in holiday camps to alter their 
behaviour show increases in the rates of 
alcohol and drug use. So we have to be very 
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careful rather than just saying that more 
treatment is a good thing. Another 
important insight is that there is nothing so 
practical as a good theory: understanding 
the causes of the problem and then 
designing interventions to hit those risk 
factors is very important. It seems to me 
we know that a lot of disorders, including 
conduct disorders and substance use, are 
multi-factorial. So to give one intervention 
to deal with, say their cognitive aggressive 
style, such as aggression replacement 
therapy, or just to give family therapy for 
parenting, is not serving our clients well. 
We should be aiming to tackle three or four 
main factors in any given case. This might 
mean looking at the parenting, the 
education, and developing some strengths, 
promoting their self-esteem, and perhaps 
emotional self-control. So my work has 
been trying to develop interventions that 
address multiple risk factors. 

CD: You have done a lot of work on 
interventions focused on parenting 
to change the child's behaviour. To 
what extent do you think conduct 
disorder and anti-social behaviour 
are due to poor parenting practices 
as opposed to other factors? 

SS: I have changed my views on this. 
Twenty years ago it seemed that parenting 
was a very major factor and I think it still 
is important. For straightforward conduct 
disorder more than 80% of the variance is 
due to environmental factors, of which 
parenting is the main one. However, we 
have now become aware that certain 
children do have genetic traits that make 
them more irritable, more ‘sparky’ if you 
like, and more impulsive, and that these do 


determine outcomes. What has become 
clear is that the interaction is often what 
really affects children badly: having a 
sparky temperament and then their parents 
responding in an non-optimal way (harshly 
rather than warmly) you get a very high 
rate of antisocial behaviour and drug 
abuse: 30-40% compared with 10% in 
controls. 

CD: I expect that there is a lot of 
drug, alcohol and tobacco use in 
populations that you study, both the 
parents and the children. What do 
you think is the relationship 
between substance misuse, conduct 
disorder, and anti-social behaviour in 
children and adolescents? 

SS: I think that they are pretty closely 
linked. There are of course well-socialised 
people with drug problems: you could be a 
merchant banker and have a difficult drug 
habit without conduct problems as a child. 
The young people that I see in my clinic 
often have both substance use and conduct 
problems and one can see that the 
antecedents are overlapping. In my work 
with treating children it is clear that 
interventions in relation to schooling, self¬ 
esteem and parenting need to be combined 
with specific interventions for substance 
misuse. 

In the parents, many have reasonable 
parenting skills but present risks when they 
misuse drugs. In this case, it may be 
relatively straightforward to persuade 
parents to take precautions to minimise risk 
such as finding an alternative carer for the 
children when there is a plan to drink or 
take drugs. For others we are looking at 
poor baseline parenting skills, which are 









worsened by drug abuse, or there may be 
significant domestic violence related to 
drug or alcohol use. This group is in my 
experience much more difficult to engage 
in therapeutic work as there is often a lack 
of recognition by the parents of the effect 
of their behaviour on the child’s safety and 
welfare. 

CD: Can you tell me about your work 
with the National Academy of 
Parenting Practitioners? 

SS: Some of the work I have done with 
Martin Knapp has been looking at the 
long-term economic costs of antisocial 
behaviour from childhood to the age of 28. 
We found that those who had conduct 
disorder incurred about 10 times more 
public expenditure than controls. 

We then did a trial which showed that 
group parenting interventions costing less 
than £1,000 per family improved child 
outcomes and reduced costs by about two 
thirds: very significant gains for relatively 
minimal investment. We also found that the 
more skilled the parenting practitioner the 
greater the effect: so quality is more 
important than quantity! This gained the 
interest of the Treasury and the Department 
for Education and Skills, and there was a 
competitive tendering process for a 
National Academy, which we and partners 
in the non-statutory sector were successful 
in securing. This is funded with £30M over 
the next 3 years with the aim of improving 
the quality and availability of parenting 
interventions. It has an extensive research 
and evaluation component to identify the 
most effective approaches, and aims to 
influence commissioning of parenting 
services nationally. 



I can see real 
improvements 
coming over 
the next few 
years... 


CD: Is there an addiction component 
to the academy? 

SS: The first round is aimed more 
generically at parenting skills. However, 
we have agreed to set up a new parenting 
programme for so called ‘high need 
families’. Many of them have multiple 
problems including addictions. For 
example, they might have a combination of 
substance misuse, inter-generational child 
abuse, learning disabilities. Much of this 
programme will focus on home visiting 
and practical support in the community and 
will importantly include a component on 
addressing substance misuse. 

CD: In my experience often the 
adults that I see have parenting 
difficulties in connection with their 
addictions. Often they have had very 
poor parenting experiences in their 
childhood or within the care system, 
and often it's not the addiction 
problem perse that leads to 
parenting difficulties. 

SS: Yes, I would agree with that. We often 
need to introduce very basic parenting 
training through role play or coaching in 
the family setting to address this. The 
combination of poor parenting skills and 
substance misuse can be very challenging 
and the outcomes for children growing up 
in such an environment can be very poor. 
The Children’s Act is very clear that the 
child’s needs are paramount and so we 
don’t have three or four years to fix things, 
particularly in young children. So the 
pressure is on us to try and start achieving 
change over a reasonably short time period. 
Courts are often reluctant to remove a child 


from the parents’ care without a trial of 
rehabilitation, and so they are referred to us 
for an intervention but we have to start 
showing benefits by three years, or not. In 
our clinic perhaps a third of the families 
with substance misusing parents can be 
worked with and show sufficient progress. 
But in many cases the risks to the child are 
too high and the prognosis too poor to 
embark on treatment, or having started 
treatment it becomes clear that it will not 
work within the child’s timescale. 

CD: Addiction psychiatrists and Child 
and Adolescent psychiatrists are 
often working with the same 
families but at different ends of the 
age spectrum. How do you think we 
should be working together on 
these things? 

SS: A big question! I would argue that 
adult addictions work needs to hold in 
mind the fact that these people have 
children. But unless there is a reasonable 
service that they can refer families to and 
who would be receptive to help, and do 
some joint work, then I am aware that it is 
‘pie in the sky’. But with significant new 
investment, over £100M, to set up more 
parenting services in schools and in 
children centres, and each local authority is 
to have a parenting commissioner, plus 
with the work of the Academy, I can see 
real improvements coming over the next 
few years in this area. I think it would be 
reasonable for adult addiction specialists to 
ask their commissioners ‘what provision is 
there in my area to help work with 
substance misusing parents’? So there are 
real opportunities for improved help and 
collaborative work in this area. 


We often 
need to 
introduce 
very basic 
parenting 
training... 
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THE 2008 DRUG STRATEGY: 
STAND AND DELIVER 


IF I HADN’T been asked to write about 
the new drug strategy, chances are I 
wouldn’t have read it. I didn’t read the 
first one, and I thought I’d manage just 
fine this time around also. 


Dr Prunwat 
Bijral, 
Consultant 
Psychiatrist, 
Kenyon House, 
Manchester 



I was in good company, as asking some of 
my colleagues revealed that none of them 
had read it either. So read it I did, and 
I’m glad to have done so. At a minimum 
I’d encourage you to read the treatment 
section of the strategy, if for nothing other 
than being forewarned about some of the 
major changes to be expected. 

Apart from treatment the other three arms 
of the strategy include enforcement, 
prevention and communications. I will be 
focusing mainly on the treatment arm of 
the strategy but innovative and ambitious 
ideas are present throughout the 
document: in prevention there is a 
sensible focus on young children, young 
carers and families, with significant 


funding for various related new pilot 
projects. The FRANK campaign will 
further develop as a portal for young 
people to access drug treatment and 
support, providing an online program to 
support those wishing to cut down or 
stop cannabis use. Other communication 
strategies include increasing drug 
awareness amongst parents, to help them 
have informed and credible conversations 
with their children around drugs. 

The treatment arm of the new strategy is 
keen to build on the successes of its 
predecessor, and has four main 
objectives. The first is to better target 
interventions at those most at risk, for 
example offenders and individuals with 
dual diagnosis, and removing barriers to 
treatment for under-represented groups 
such as minorities and sex workers. The 
second objective concerns improving 
treatment quality: there are calls for better 
retention in treatment, and a clear 
expectation of service users to work 
towards abstinence, in preparation for 
‘community re-integration’. 

Harm minimisation is dealt with in one 
paragraph and is expected to continue as 
before. The positive role oral methadone 
may have had in making the 1998 strategy 
a success is not mentioned, and the future 
role of opiate replacement therapy seems 
downplayed in the new strategy. It is likely 
that drug services, traditionally expert in 
dosing methadone, reducing drug related 
harm, and engaging and retaining clients, 
may find it a challenge to shift the 
therapeutic focus towards abstinence. 
Regardless of any difficulties all 
partnerships will be expected to perform, 
producing significantly more treatment 
completions and getting better equipped 
to demonstrate improved outcomes. 

CONTINGENCY MANAGEMENT IS 
CLEARLY THE NEXT BIG THING 

The third treatment objective is to make 
wider use of new evidence-based 
approaches and research. These include 
contingency management (CM), 
promoting engagement with 12-step self- 
help groups, and possibly more readily 
available injectable treatments (subject to 
the findings of pilot projects). There is 
very good news for researchers: the 
Medical Research Council and the 
National Institute for Mental Health have 
considered funding for addiction research 
as a priority, and project proposals in 
addiction will be encouraged. There is an 
aim to make better use of information and 


an opportunity for ‘applied learning’ from 
NDTMS data. Local services will hope that 
this means being able to interrogate the 
data to ask questions about their own 
service. 

Contingency Management, clearly the 
next ‘big thing’, is currentiy being 
explored (in a series of demonstration 
programmes) as part of a project being 
led and evaluated by the NTA, the results 
of which would inform any further 
implementation of this approach. 

Behaviour control techniques also find 
their way into the fourth and last objective 
of the treatment strategy. Not only will 
unemployed users be expected to have 
specialised employment interviews before 
being signed off as unable to work, users 
will also share the responsibility to engage 
with, and move treatment forward. 

Failure to progress in treatment, or 
disengaging from the process, could 
result in removal of state benefits. 

This strategy will undoubtedly force local 
authorities to hold high, and possibly 
unrealistic, expectations of what 
treatment can deliver; services will be 
expected to offer a time-limited treatment 
journey, enabling users to come out of the 
other end healthier, more productive, and 
of course re-integrated. Opiate 
maintenance therapy seems only to be 
acceptable as an interim measure, a 
stepping-stone to abstinence, and not a 
long term solution. Applied behaviour 
analysis through Contingency 
Management, and disincentives in the 
form of removal of benefits may not be 
very subtle ways of controlling behaviour, 
but that will be irrelevant within the 
strategy if they are ultimately effective. 

Within treatment agencies there is likely 
to be a significant degree of inertia, 
dissatisfaction, and open hostility towards 
some of the planned new treatment 
approaches, and suspicion over the shift 
towards an abstinence philosophy. 
Regardless of objections, this strategy is 
here to stay, and it would be a mistake for 
treatment agencies to think that the 
success of the strategy depends on their 
full cooperation. After all, if contingency 
management and removal of cash works 
for patients, why not for drug treatment 
services? 


See this document at www. drugs. 
homeoffice.gov. uk/drug-strategy / 
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Comment 


The future of addiction psychiatry: a cause for concern Professor Colin Drummond, SCAN lead 



Considerable concern was raised by addiction specialists at the Royal College of Psychiatrists Annual 
Addictions Faculty Residential Meeting about the widespread disruption of addiction services in several areas 
across England caused by re-tendering. This threatens the future quality of addiction treatment services. 


The meeting in Amsterdam, May 2008, 
heard that in many cases the service 
specifications and tenders awarded did 
not include an appropriate level of 
consultant addiction psychiatry or 
clinical psychology input. The 
commissioning environment is becoming 
increasingly hostile to addiction 
psychiatrists, having previously 
benefited from more collaborative 
working arrangements. 

This new approach to commissioning ran 
counter to national guidance in the new 
Orange Guidelines on clinical 
management and the joint Royal 
College of Psychiatrists' and Royal 
College of General Practitioners' report 
as it relates to the role of specialists in 
the delivery of addiction treatment. The 
latter document highlights the 
differences in competencies and roles of 
addiction psychiatrists and general 
practitioners in providing addiction 
treatment, and the complementarity 
and need for both within a 
comprehensive treatment system. Also 
the new Darzi review emphasises the 
need for greater quality in the 
NHS, clinical leadership and a move 
away from nationally set performance 
targets. 

Concern was raised about the impact 
that some of the re-tendering decisions 
will have on the quality and 
comprehensiveness of care offered to 
drug and alcohol misusers. There was 
also concern about the long-term impact 
that this would have nationally on 
training, recruitment and retention not 
only in addiction psychiatry, but also the 
wider specialist field, including loss of 
the key role addiction psychiatrists play 
in training and supporting doctors in 
primary care and other professionals 
involved in treating drug misusers. 


For example SCAN recently became 
aware of a psychiatry training scheme in 
South West England advising Specialist 
Registrars against a career in addiction 
psychiatry in view of the increasing 
hostile commissioning environment. 

This is a matter of national concern. 

Following this meeting Dr Keron 
Fletcher, Chairman of the Addictions 
Faculty UK Regional Representatives of 
the Royal College of Psychiatrists, and 
Honorary Secretary of the Addictions 
Faculty, wrote to the National 
Treatment Agency for Substance Misuse 
raising these concerns on behalf of 
addiction specialists in England. His 
letter is printed on the following pages 
for dissemination to a wider audience. 

We at SCAN believe that the future of 
addiction psychiatry, and with it the 
capacity of the treatment field to 
deliver high quality services to drug and 
alcohol misusers, is at risk in this 

A HEADLONG RUSH TO ACHIEVE 
POLITICALLY-MOTIVATED TARGETS 

headlong rush to achieve politically 
motivated targets. We do not believe 
this is in the best interests of service 
users who have little real say in 
determining the commissioning 
agenda. If this destabilisation of the 
treatment system through re-tendering 
becomes more widespread it is likely to 
cause long term damage which will be 
difficult to rectify should the agenda 
shift to a more quality- rather than 
quantity-orientated model of care for 
this group. 

We also believe that the National 
Treatment Agency has an important role 
to play in safeguarding the future of 
addiction treatment by issuing guidance 
to commissioners on the importance of 


addiction psychiatry in the overall 
provision of care for drug and alcohol 
misusers. 

As will be seen from Keron's letter it is 
acknowledged that many other 
disciplines and agencies have a crucial 
role to play in providing care for this 
group. So this is not a case of 'special 
pleading' on the part of one 
professional group to the exclusion of all 
others. Rather his letter clearly lays out 
the unique and essential role addiction 
psychiatrists have in promoting a high 
quality, comprehensive and seamless 
system of care. Many of these functions 
appear to be overlooked in re-tendering 
exercises, leading to stripped-down 
prescribing services, creating serious 
gaps in the system especially for drug 
and alcohol misusers with more complex 
needs, and their families. 

While the aim of getting as many 
people as possible into treatment is 
appropriate, this should not be at the 
expense of the quality of care provided. 
With increasing political emphasis on 
promoting recovery from addiction 
rather than over-reliance on substitute 
opiate maintenance therapy - as 
signalled in the updated Drugs Strategy 
- this will require a much higher level of 
skill and organisation of the treatment 
workforce to achieve. 

Addiction psychiatrists have had, and 
continue to have, a key strategic role in 
achieving that. We therefore trust that 
due consideration will be given to the 
leading role addiction psychiatry has 
within the treatment system in ensuring 
effective clinical governance and high 
quality service delivery which should be 
reflected in national guidance to 
commissioners and in local 
commissioning decisions. 
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COMMISSIONING 


What’s special about addiction specialists? 

A letter from Dr Keron Fletcher, Chairman of Addictions Faculty UK Regional Representatives of the Royal College 


Dr Keron 
Fletcher 
Chairman, Royal 
College of 
Psychiatrists UK 
Regional 
Representatives 



Dear NTA, 

It was a pleasure to meet up with you at 
the Addictions Faculty Residential 
Conference last week. I am grateful to 
you for listening carefully to some of my 
concerns and for suggesting that I put 
pen to paper and forward my comments 
to you. 

Although the problems I described to 
you were anecdotal and applied to my 
own recent experiences, the points made 
in this letter reflect the opinions of other 
Royal College Regional Representatives 
and addictions psychiatry consultants 
across England. You will have heard 
some of these views when you attended 
the Addictions Faculty Business Meeting 
at the Conference. 

I would like to cover the following points 
that have a direct effect on service 
quality: 

1 That addictions psychiatry makes 
unique, essential and important 
contributions to the overall treatment 
of individuals with drug and alcohol 
dependence; 

2 That there are increasing reports of 
commissioning hostility towards 
addictions psychiatry; 

3 That the NTA could provide more 
support for addictions psychiatry. 

It is very clear that the NTA understands 
that addictions psychiatry has an 
important role to play in the delivery of 
high quality services for the treatment of 
drug and alcohol dependence (from the 
commissioning guidance for tier 3 
community prescribing for example). 
However, given the current pressures on 
commissioners and competing, quite 
intense demands, I’m not entirely sure 
this message has got through at a local 
level. 

Here then, is an amplification of the 
comments I would like to make: 

1 Addictions psychiatrists make unique 
and valuable contributions to substance 
misuse services: 

a. Addictions psychiatrists provide a safe 
and secure treatment setting that 


supports the functioning of other 
services by: 

• taking difficult cases from primary care 

• providing services in areas not covered 
by primary care 

• seeing patients in a range of settings - 
general hospitals, psychiatric wards, 
community bases, at home, in GP 
surgeries 

• offering comprehensive telephone 
support and advice to GPs, substance 
misuse workers, pharmacists etc 

• providing a range of specialist services 
for individuals with alcohol problems 

• being the final repository for 
“insoluble” problems 

h. Addictions psychiatrists provide high 
level skills for: 

• dual diagnosis and other severe 
complex needs 

• support to the Courts with child care 
cases, offending related to dependence 
etc 

• teaching/training 

i GP trainees, psychiatric trainees 

ii GPs, general medical colleagues 

iii MRCPsych, MRCGP, MRCFJ MSc 
course contributions 

• treatment and care of sick doctors on 
behalf of the GMC 

• leading on clinical governance 

• supporting service developments 

• developing innovative practice 

• conducting research 

• contributing to Royal College work - 
support for national policy 
development 

c. Addictions psychiatrists bring high 
quality standards to routine clinical 
care of individuals with alcohol and 
drug problems: 

• through clinical leadership 

• by establishing/running Shared Care 
Monitoring Groups 

• through detailed knowledge of NICE 
guidelines/Clinical guidelines 

• by identifying and addressing poor 
practice 

2. There are growing concerns that 
the commissioning environment is 
becoming hostile, counter-productive 
and threatens the development and 
progress of addiction psychiatry: 

a. There are examples of current 
commissioning practice that places the 


achievement of certain performance 
targets (possibly real measures of 
systems quality, but only partial or 
proxy measures of clinical quality) 
above the provision of effective 
interventions and treatments. In this 
environment there is a risk that clinical 
services with good standards of care 
can be forfeited in order to develop 
services that can meet performance 
targets: 

• treatment services outside large cities 
or teaching hospitals are often manned 
by small numbers of doctors. 

Providing the number of clinics 
necessary to meet stringent in-patient 
and community treatment waiting 
times consistently can prove 
impossible (sick leave, annual leave, 
vacancies etc) 

• failure to meet tight targets has led in 
several areas to re-tendering/re¬ 
commissioning or threats of re¬ 
tendering/re-commissioning 

• in this commissioning environment 
pressures can develop that may lead to 
dubious, potentially dangerous or 
destructive practices, for example: 
imaginative data recording; risky 
clinical procedures; abandonment of 
valuable clinical activity in order to 
achieve performance targets of little or 
no demonstrable clinical value 

• this is counterproductive 

b. This current emphasis risks 
jeopardising collaborative working 
relationships between commissioners 
and providers and generating critical, 
confrontational and hostile working 
relationships: 

• I have enjoyed excellent working 
relationships with previous 
commissioners with whom it has been 
a pleasure to explore innovative ways 
of making the most of the resources 
available. This has also been the 
experience of other Addictions 
Consultants in the past, and it has been 
a highly productive partnership 

• I have recently had a very different 
experience in one of the areas I cover. 
Other consultants have also 
complained that commissioners are 
dismissive of the pressures on their 
services, ignorant of the achievements 
of their services over the last few years, 
disinterested in learning about the full 
benefits of the type of service 
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of Psychiatrists, to the National Treatment Agency for Substance Misuse 


addictions psychiatrists provide, and 
threatening to re-tender services if 
they cannot guarantee to hit the 
targets demanded. You heard 
consultants from various parts of 
England report these sorts of 
experiences at the Addictions Faculty 
Business Meeting 

• to be engaged in such confrontational 
relationships during service planning 
discussions is unhelpful and 
unnecessary As I work across a 
number of commissioning areas I am 
able to reflect on the extent to which 
some commissioners hold 
unreasonable expectations of the 
resources available. It clearly varies 
from commissioner to commissioner, 
and provider/commissioner 
relationships vary from area to area (I 
am probably in the unique position of 
working with 4 commissioners) 

3. The National Treatment Agency can 
help improve the situation: 

a. By clearly signalling the need to 
preserve and develop addictions 
psychiatry skills and posts to Regional 
Managers and local commissioners: 

• by educating commissioners about the 
value, nature and breadth of addictions 
psychiatry (as in part 1 above) 

• by comparing the range of services 
offered by addictions psychiatrists with 
those offered by GPs. Relatively small 
differences in competencies do not 
adequately reflect the large differences 
in roles between GP services and 
addictions psychiatry services. Such a 
comparison might illustrate clearly the 
value of addictions psychiatry 

• by asking Regional Managers to take up 
this topic with Royal College Regional 
Representatives 

h. By recognising that, in the pursuit of 
performance targets, quantity has 
sometimes been achieved at the expense 
of quality: 

• although the large scale contribution 
of Primary Care to the management of 
substance misuse has been welcome, 
the de-commissioning of addiction 
psychiatry posts has led to the loss of 
some essential and basic ingredients of 
high quality, safe service delivery and 
loss of expertise in the management of 
severe and complex cases 


c. By recognising that, in the pursuit of 
quality, further erosion of addiction 
psychiatry posts should be strongly 
resisted: 

• Addictions psychiatry consultants are, 
by virtue of their role and training, in a 
position to offer clinical leadership 
around the clinical governance agenda 

• small specialist services can, and do, 
treat large numbers of patients in a 
cost-effective manner, including dual 
diagnosis and combined drug and 
alcohol dependence, and need not be 
de-commissioned simply to reduce 
costs. Continuing to shift more 
patients into Primary Care settings may 
now be associated with greater costs 
and a reduction in quality of addictions 
treatments 

• addictions psychiatrists have a deep 
interest in making systems work and 
providing clinical excellence. Other 
practitioner groups may deliver exactly 
what is specified and no more 

• the teaching and training functions of 
Addictions Psychiatrists are an 
important investment for the future 

• since a Primary Care setting for 
service delivery is preferable 
(because of the advantages of 
meeting other primary care needs in 
a local setting and because of the 
preference of most users to be 
treated in Primary Care), some 
consideration should be given to 
deploying addictions psychiatry 
specialists in proposed new 
polyclinics 

d. By recognising that the complaints of 
a hostile commissioning environment, 
for whatever reason, are becoming 
more frequent: 

• hostile relationships between 
commissioners and providers cannot 
be beneficial to the process of 
developing good services 

• re-tendering/re-commissioning should 
not be used as a threat in early service 
development discussions 

• re-tendering/re-commissioning should 
only be a last resort when all other 
measures to improve properly 
resourced services have failed 

• re-tendering/re-commissioning is 
destructive and wasteful of time and 
effort when it is not justified 

• re-commissioning does not guarantee 
improved service delivery 


SUMMARY 

It is the view of addictions psychiatrists that we 
possess many attributes that bring real benefits 
for substance misusers. There is no doubt that 
Primary Care services can deliver competent 
treatments dealing with a proportion of the 
overall needs of drug and alcohol misusers. 
However, addictions psychiatrists offer 
valuable additional skills that improve service 
delivery across a range of settings and 
management complexities, and secure a future 
for the field through teaching and training. 

Services are subject to stringent targets which 
must be met and which dominate discussions 
with commissioners. It is our view that many 
of the benefits of addictions psychiatry are 
currently being ignored or sacrificed in order 
to meet performance targets which are only 
partial or proxy measures of treatment quality 

There are increasing reports of deteriorating 
relationships between addictions psychiatrists 
and commissioners. This is counterproductive 
and destructive and we would like the NTA to 
do all in its power to prevent it. 

Personally, I have had the pleasure of working 
over the last seven or eight years with an 
excellent commissioner and two supportive 
NTA Regional Managers. It is discouraging to 
report my own recent experience of a change 
in commissioning atmosphere in one of the 
DAT areas I cover. In the past it has been 
possible to achieve an enormous amount of 
positive service development within the 
context of a collaborative partnership between 
the commissioner and the service provider, 
but I fear the future may bring with it conflict 
and, ultimately, the loss of the good working 
relationships and effective services that have 
been built up carefully over many years. 

I am fully aware that the NTA has a positive 
view of addictions psychiatry and has 
intervened helpfully on a number of occasions 
to support this specialty I would sincerely 
request that the contents of this letter are 
discussed within the NTA Executive, and I 
would be delighted if you would let me know 
your opinion on the points made. 

Yours sincerely, 

Keron Fletcher 
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TRAINEES 


Special interest sessions by region 

Number of sessions / Number of consultants 


Overview of special interest sessions on offer 


Outpatient drug/alcohol experience 41 

Psychiatric Comorbidity 29 

Pregnancy and substance misuse 23 

Medico-legal experience in addictions - court reports 23 

Inpatient drug/alcohol experience 19 

Diamorphine prescribing 13 

Stimulant services/clinics 19 

Old age and substance misuse 8 

Other* 32 


Total 207 

*Prison, young people’s services, CBT, ADHD, etc 


North 

West 

18/5 


Yorkshire and 
Humberside 20/4 


East 

Midlands 

111 


West 

Midlands 

21/4 


East of 

England 

39/6 


South 
West 34/6 


London 43/8 


South 
East 31/7 


Total, England 207/41 


SPECIAL INTEREST IN ADDICTION PSYCHIATRY 


Dr Bhaskar 
Punukollu, SpR in 
in Forensic 
Psychiatry, West 
London Mental 
Health NHS Trust 
and Dr Zarrar 
Chowdary, SpR in 
General Adult 
Psychiatry, Tees 
Esk Wear and 
Valleys NHS Trust, 
both SCAN SpRs 


THE 2006 SCAN survey of specialist registrars 
in addiction training posts* highlighted 
variable training opportunities across the UK. 
We found that 51% of trainees did not receive 
any inpatient experience and 50% did not 
receive any training in medico-legal work 
related to addictions. According to the 
specialist training handbook from the Royal 
College of Psychiatrists, core skills to be gained 
during substance misuse training include an 
ability to manage withdrawal states and 


detoxification regimens and to be able to 
assess and manage dependence to all 
substances including stimulants. At present 
many trainees cannot fulfil these 
recommendations due to a lack of inpatient 
facilities at the service where they work. 
Mohammed Faizal, former SCAN SpR, 
conducted a follow on study to determine 
what special interest sessions were available 
from consultants in England, the aim being to 
make the collected information available for 


Introducing the new SpR and STs 4-6 Chair on the 
Faculty of Addictions Executive 

I am in my final year as SpR on the Charing Cross and St Mary's 
psychiatry training scheme in London. I have completed a 12 month 
post in addiction psychiatry under the excellent supervision of Dr 
William Shanahan at Soho Alcohol Service and am now working in 
forensic psychiatry. I very much enjoyed working in addiction 
psychiatry and would like to follow it as a career. Having been 
appointed as SCAN SpR last year I was fortunate enough to gain 
experience in training issues in addictions through writing articles for 
SCANbites, attending and helping to organise meetings and conducting national 
training surveys. This experience has been invaluable and I hope to use the 
knowledge and contacts I have gained through my work with SCAN in my new role as 
SpR Chair. An important aim in the new role will be to ensure training needs are met 
in addiction psychiatry in the face of recent and ongoing changes in structure and 
numbers of training posts in psychiatry. I hope to meet this aim by continuing to work 
closely with SCAN to examine training needs and I will be available to the SpR/ST4-6 
group directly by email as well as through SCAN and the College. I feel lucky to be the 
new SpR Chair and look forward to the challenges that lie ahead. I would welcome 
communication, including comments and suggestions, from fellow trainees through 
the SpR discussion forum on the SCAN website. 

Dr Bhaskar Punukollu, SpR in Forensic Psychiatry, West London Mental Health NHS Trust 



trainees to improve their training 
opportunities. Seventy-four consultants in 
England (from a total of 249) responded, of 
which 69 were able to offer special interest 
sessions for all trainees and five within their 
own trust only 

In 2007 we conducted an email survey to 
confirm details of the special interest 
opportunities being offered by the 69 
consultants and to ensure each consultant was 
willing to allow us to publish their contact 
details and details of their special interest 
sessions on the SCAN website for prospective 
trainees to contact them. 

Out of 69 consultants who had previously 
responded, 41 replied (59%). In total there 
were 207 special interest sessions on offer 
from the 41 consultants (see table). The map 
shows the regional distribution of special 
interest sessions. 

We have analysed the information and created 
an online searchable database for the SCAN 
website - due to go live shortly - where 
trainees can contact consultants offering 
sessions that interest them. SCAN will not 
directly manage this process, leaving contacts 
and arrangements to individual trainees. But 
we will adjust the website according to any 
changes we are made aware of in the future, 
and we encourage trainees to post feedback 
about these sessions on the discussion forum 
of the SCAN website. 

* The findings of the survey can be found at 
ww.scan.uk.net/network/surveys 
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I applied for the SCAN travelling 
fellowship during the second year of my 
training, while working as a Specialist 
Registrar at the Chelsea and 
Westminster substance misuse service. 

The aims of my fellowship were 

• To enable me to visit facilities providing 
treatment for women and adolescents 
with emphasis on issues encountered by 
these groups 

• To develop an insight into alternative 
models of service delivery which offers 
continuum of care to meet the specific 
needs of these groups 

• To learn more about the process that 
underlie changes in behaviour and improve 
treatment outcomes 

I chose to visit the treatment centres in Los 
Angeles, California, USA: Phoenix House and 
the Tarzana Treatment Centre. 

Phoenix House 

On my first day, I arrived at the Regional 
Headquarters to meet the California 
Regional Director of Phoenix House, Winnie 
Wechsler, who gave an outline of the 
facilities in the State. Phoenix House 
operates a 'Residential Academy' that offers 
long term treatment for adolescents aged 13 
to 17 with substance use and behavioural 
problems. It is a non-profit organisation 
funded through federal, state and county 
contracts, local foundations and community 
contributions. This 130-bedded unit accepts 
referrals from the court, social services, other 
medical facilities as well as self-referrals. 

It operates on these principles: 

• Active participation of teens in their 
treatment 

• A value system emphasising both 
individual responsibility and responsibility 
for the community 

• Emphasis on academic achievement 

• Active family participation in treatment 


On arrival, I was met by two senior residents 
who gave me a tour of the centre, whilst 
explaining their journey through the 
rehabilitation programme. Inside the Phoenix 
academy, a former hospital, the cold 
institutional walls are covered in top notch 
artwork produced by the teens. Live music 
rumbles from a classroom while other 
students sit at computers or listen to 
lectures. The bedrooms, however, 
demonstrate the regimented environment to 
which these young people must conform. 
Phoenix academy is a therapeutic 
community combining education and 
therapy under the same roof, and it 
considers drug abuse as a symptom of a 
deeper psychological problem rather than 
the problem itself. 

Life in the therapeutic community 

Residents spend a year in the phased 
programme. The day is varied but 
regimented. In phase 1 teens start in 
Orientation, a period when they are stripped 
of jewellery, hair gel, make-up and even 
family towels and bed clothes. From there, 
they climb back up the ladder, gaining 
privileges and adornments if they stick to 
house rules, complete the chores, attend 
school six hours a day, and most importantly 
confront their "issues". 

Phases 2 and 3 involve a structured model of 
progression through increasing levels of 
prosocial attitudes, behaviours and 
responsibilities. 

A typical day begins at 7am and ends at 
10pm and includes morning and evening 
house meetings, job assignments, individual 
and group counselling, family meetings, 
seminars and scheduled personal time. 

Re-entry is intended to facilitate the 
individual's separation from the programme 
and successful transition to the larger 
society. In the fourth and final phase of the 
programme, the teens move back in with 


their parents or guardians. They still come 
back to Phoenix House at least once a 
month for counselling and drug testing. The 
centre offers parent education, counselling, 
family therapy, vocational and educational 
guidance. 

Tarzana Treatment Centre 

This is a non-profit organisation that 
operates residential and outpatient addiction 
treatment centres, psychiatric facilities for 
those with comorbid mental illness and 
family medical clinics. 

Long Beach Women's residential 
rehabilitation centre: Located in the more 
deprived suburbs of Los Angeles, this centre 
provides outpatient and residential 
rehabilitation services designed to meet the 
unique needs of women. The philosophy 
and structure of the programme is similar to 
that of the co-ed Adult Residential Program, 
with additional emphasis placed on issues 
more often encountered by women, 
including physical and sexual abuse, child 
care and empowerment. Pregnant women 
can be admitted and postpartum women 
may bring up to two preschool age children 
with them into treatment. 

On referral patients receive a comprehensive 
assessment followed by a customised 
intensive treatment plan that centres on 
crisis stabilisation, short term therapeutic 
interventions, specific recovery goals and 
discharge planning for the next level of care. 
A short, rapid course of detoxification from 
drugs and alcohol is given, if required, prior 
to participation in the individual and group 
programmes. 

Following this patients participate in the 
rehabilitation programme to adopt a drug- 
free and sober lifestyle. Patients are 
scheduled to attend various individual and 
group therapy sessions. Safe relationships, 
trauma recovery, grief and loss, lifestyle and 



Dr Dharangini 
Dinakaran, 
Consultant 
Forensic and 
Addiction 
Psychiatrist, 
Partnerships in 
Care, South East 
Region 
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EVIDENCE BASED PRACTICE 



WOMEN'S AND 
ADOLESCENT TREATMENT 
IN THE USA 


BREASTFEEDING AND MATERNAL S 
MISUSE: IS BREAST BEST? 


parenting are some of the groups that focus 
on gender specific issues. 

Regular family meetings are an integral part of 
treatment with emphasis on mobilising the 
support of family, friends and social 
environment to assist in recovery effort. 

Weekly family education groups are held to 
educate and involve family members in 
treatment, where family members learn about 
addiction and its impact on the family and 
their role in the recovery process. All residents 
participate in an on-site nursery cooperative 
that provides childcare and hands-on lessons 
in parenting and child development. 

On completion of treatment, those who are 
ready to move to independent community 
living are referred to various resources in the 
community and after care through the 
outpatient services. Transitional housing 
provides continued support and recovery 
oriented services to patients who may benefit 
from the support of living with others in 
recovery. 

On the final day of my visit I met Dr Ken 
Backrach, the Clinical Director of the Tarzana 
Treatment Centre, California. He gave me an 
overview of the substance misuse and its 
treatment in the State of California within the 
current political and social milieu. 
Methamphetamine is the predominant drug 
of misuse in the State of California and 
increasingly the whole of the USA, with 
progressive escalation in the last five years. 
There is a preference for abstinence -based 
treatment approaches to harm minimisation. 

I had a few messages to take back from this 
trip. First there is a great deal of emphasis on 
involving the families in treatment. This 
includes family therapy sessions, and individual 
counselling for family members, as well as 
educational family groups. Second, on 
completing treatment, clients receive ongoing 
support while continuing their journey 
towards recovery. The treatment centres also 
offer impressive educational programmes and 
have outreach programmes to make 
treatment more easily accessible for those in 
need. 

I would like to thank SCAN for giving me this 
wonderful opportunity to visit the centres and 
my colleagues and consultants for their 
support in making this trip possible. 


Dr Judy Myles, SCAN Consultant Policy Adviser, and 

Annually it is estimated that 3% of the world's 
population misuses illicit drugs or alcohol, of 
whom 30% are female and within the fertile 
age range. Therefore many female drug 
misusers become pregnant and need advice 
and treatment to safely manage pregnancy 
and motherhood, including breastfeeding. 
Breastfeeding promotes positive early infant 
attachment and decreases maternal stress 
responses and should be encouraged as long 
as the substance misuse of the mother is not 
increasing the risk to the neonate. 

Offical advice on breastfeeding 

Guidance contained in the UK 'Orange 
Guidelines', revised in 2007 \ states 
"breastfeeding should be encouraged, even if 
the mother continues to use drugs, except 
where she uses cocaine or crack cocaine, or a 
very high dose of benzodiazepines. Specialist 
advice should be sought if she is HIV positive 
or Hepatitis C positive. Methadone treatment 
is not a contraindication to breastfeeding but 
the dose should be kept as low as possible, 
while maintaining stability, and the infant 
monitored to avoid sedation". 

The Australian Services Directory for Drug 
and Alcohol Users 2 emphasises the 
advantages of breastfeeding, notes that HIV 
can be passed to the baby in breast milk, that 
adulterants used to 'cut' illicit drugs maybe 
harmful to the baby, and alerts the mother to 
the danger of hepatitis C infection if feeding 
with cracked nipples. They suggest discussion 
with a doctor or midwife for information on 
the effect of specific substances of misuse. 

The Government of South Australia has 
published detailed guidelines, substance by 
substance, which recommend breastfeeding 
for women taking buprenorphine up to 12 
mg/day, benzodiazepines up to 10 mg 
diazepam/day, but it is not recommended for 
those taking psychostimulants, cannabis, 
ketamine, or GBH 3 . They also emphasise the 
dangers of nicotine and suggest allowing 20 
minutes to elapse after a cigarette before 
feeding. As infant blood alcohol levels are the 
same as in the mother, they also recommend 
that only, one standard drink 2-4 hours prior 
to feeding is recommended, if at all. 

What does the evidence suggest? 

Neonatal abstinence syndrome (NAS) is 
exhibited in babies in opiate withdrawal, its 
rate of onset depending on the half life of 
opiate/opioid consumed by the mother. 

Numerous reports, between 1920-1950, 
reported breastfeeding as the treatment of 
choice for infants suffering heroin withdrawal. 


Senior Lecturer in Addiction Psychiatry, St George's, University i 

I Cobrinik et al, 4 in 1959 reported slow 
! reduction in heroin dose in the mother 
! together with breastfeeding to be achieved 
! with no withdrawal in the infant. However the 
| lack of control over the dose of heroin 
! consumed has resulted in the current advice 
! that heroin dependent mothers should not 
! breastfeed. 

Methadone induced NAS symptoms may 
; not occur until 48-72 hours post delivery due 
! to its long half life, and the intake of breast 
| milk has been shown to reduce its severity. 5 
! However the American Academy of Pediatrics, 

| from 1983-2001 recommended that 
! methadone was only compatible with 
; breastfeeding at maternal doses of less than 
I 20 mg/day. 6 However in 2001 that dose 
! restriction was removed with the addition of 
j newer evidence to inform the debate. It is 
| now known that concentrations of 
! methadone in breast milk are low 7 - 8 - 9 and are 
| unrelated to maternal methadone dose, 
j Furthermore infant plasma methadone levels 
I are unrelated to NAS scores, and there is no 
! correlation between maternal serum 
I methadone concentration in the last trimester 
! and methadone concentration in the 
| neonate 10 . This challenges our understanding 
I of the mitigating effects of breastfeeding on 
! NAS in the context of low levels of methadone 
I found in human milk. However, it does 
! support the recommendation for breast- 
I feeding among MMT mothers if appropriate 
I and desired, but calls into question the advice 
| in the UK guidance to achieve as low a dose 
! as possible to enable breastfeeding. 

I Buprenorphine has become more widely 
I prescribed over recent years and therefore the 
| numbers of exposed pregnancies has 
! increased, together with an increased need for 
! advice on breastfeeding. Buprenorphine is 
! excreted in breast milk and limited 
I pharmacokinetic data is now available but the 
! early evidence suggests lower availability of 
! buprenorphine than of full agonist opioids in 
I breast milk 11 , while, like the full agonist 
I findings, NAS does not appear to be 
j suppressed by buprenorphine in breast milk. 

! Nor has NAS been observed on cessation of 
I breastfeeding in buprenorphine maintained 
| mother 12 - 13 . 

The transfer of naltrexone and its 
! metabolite into human milk has been 
| studied 14 as information on its safety is sparse. 

| This single case report found that the total 
; relative infant dose was below the 10% 

! maternal dose of concern and therefore 
j concluded that infant exposure to naltrexone, 

! as a result of breastfeeding, was low and 
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of London. 


recommended further research. 

Cocaine use is considered to be an 
absolute contraindication to 
breastfeeding 1 - 15 ' 16 since both the cocaine 
and its metabolites are excreted into human 
milk, the exact milk: plasma ratios remain 
undetermined but the toxic effects on the 
baby are profound. Additionally mothers 
should be advised against using the drug 
topically for sore nipples as this has also 
resulted in infant toxicity in case reports 17 . 
There is agreement that stimulants 
(particularly amphetamines and methyl- 
amphetamines) are contraindicated, but there 
is an absence of research evidence to support 
the clinical observations of the dangers. 

Alcohol is excreted in breast milk but the 
dilution renders the infant's blood alcohol level 
relatively low 18 . However, alcohol flavours the 
milk which proves aversive to some infants 
and is slowly metabolised, the infant 
metabolic rate at three months being 
equivalent to half the rate in adults. A 
prospective follow up of infants exposed to 
alcohol in breast milk at one year, conducted 
by Little et al 19 , found motor development to 
be significantly affected. Hence the 
recommendation for moderation. 

As addiction specialists we are often 
asked for advice on pregnancy management 
but less often on the risk/benefit of breast¬ 
feeding. This may be because perinatal 
paediatricians have widely differing views on 
this issue, and perhaps because as a specialty 
we have not explored this as fully as we 
should given the significance for both the 
mother and child. A very useful 
comprehensive reference guide on the safety 
of drugs passing through breast milk is 
available 20 , encompassing the 
recommendations by WHO on maternal 
medication. There is a section on drugs of 
misuse which gives milk/plasma ratios, half 
life, plasma binding, comments and safety in 
chart form, useful to print off and keep for 
reference when next asked a tricky question 
about breastfeeding. 

Conclusions 

There is a growing body of evidence on the 
advantages and disadvantages of breast¬ 
feeding by substance misusing mothers. As 
this is a developing area of research, it may 
take some time for official guidance to catch 
up with the latest evidence. In the meantime 
addiction specialists have an important role to 
play in advising substance misusing mothers 
and a range of health professionals involved in 
maternal and neonatal care. 
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Review 


Saving mothers' lives: reviewing maternal deaths to make motherhood safer, 2003-2005 


Introduction 

CEMACH published its seventh report enquiring into 
maternal deaths in the UK in Dec 2007 1 . Its findings 
and recommendations complement the NICE 
guidelines on antenatal and postnatal mental health 2 , 
drug misuse (opiate detoxification 3 and psychosocial 
interventions 4 ) and The UK Clinical Guidelines on Drug 
Misuse and Dependence 5 . 

The growing importance of drug misuse and dependence in 
maternal mortality has merited a separate section since the 
last report. Chapter 12 of the document (ppl 52-172) which 
relates to psychiatric causes of death contains a separate 
section related to drug and alcohol use (ppl 65-171; Myles, 
J). The recommendations of CEMACH in the background of 
related guidelines highlight areas of clinical governance and 
good service delivery for pregnant women who have alcohol 
and drug problems. It stresses the importance of well 
integrated and holistic services, of routine inquiry, 
recognition of risks, competent specialist assessment by 
psychiatry, effective communication and close supervision. 
None of the Top 10 key recommendations specifically 
mentions substance misuse. Chapter 12 notes two 
recommendations new to this Enquiry. The need to support 
and monitor pregnant women who have been referred to 
child protection services or whose infants are removed into 
care, and to support those women who have requested 
termination of pregnancy, but due to late gestation or other 
reasons, have to continue with an unwanted pregnancy. 


Dr Rajashekhar 
Madgula, 
Specialist 
Registrar in 
addiction 
psychiatry. 
Dr Eilish Gilvarry, 
Consultant in 
addiction 
psychiatry, 
Northumberland, 
Tyne and Wear 
NHS Mental 
Health Trust 


Findings of the enquiry relevant to addictions 

• The enquiry identified 295 maternal deaths 
this triennium. Eleven per cent who died of any 
cause had drug or alcohol problems. The rates of 
substance misuse-related deaths have doubled 
since the last report (2000-02: 0.6; 2003-05: 1.1). 

• Ninety eight deaths were due to or associated 
with psychiatric causes as a major factor. 
Substance misuse was either directly or 
indirectly associated with the deaths of 57 
women -12 were alcohol-dependent, 45 illicit 
drug-dependent. Six of the completed suicides 
were known substance misusers. Twenty two 
substance-misusing women died after an 
overdose (one due to alcohol toxicity); eight 
alcohol-dependent and a further 15 drug- 
dependent women died from medical causes 
directly or indirectly associated with this misuse. 

• Forty one women died after a child protection 
case conference had been held. Thirty four of 
these were substance misusers, 23 died after 
their baby was taken into care (18 because of 
substance misuse). Fourteen per cent of all 
women self-declared that they were subject to 
domestic abuse. 

• Only 19 of the substance misusers had been in 
contact with addiction services during 
pregnancy. In over half of the 98 deaths 
reviewed communication failures were clearly 
identified - mainly between addiction and 
maternity services and between child protection 
and mental health services. In many cases GPs 
did not communicate psychiatric or substance 
misuse history to maternity services. 


Engaging high-risk women 

The report has stressed the priority of developing an 
environment to improve access and foster retention in all 
pregnant women during pregnancy and beyond delivery. 
Local services could audit their own referral policies and 
review pathways of care to improve retention rates and 
subsequently outcomes. Addressing the particular needs of 
ethnic minorities demands attention. Case vignettes in the 
report exemplify this area of concern. Also commissioning 
must prioritise integrated services so that all interventions 
can be comprehensively offered in the same setting. 

Risk assessment and management 

A high incidence of coexisting mental health problems - 
suicide, domestic abuse, comorbid physical illnesses, 
lifestyle, social deprivation, child protection issues, violence, 
disengagement from services - have all been identified as 
causes and/or contributors to maternal deaths. Robust 
mechanisms are needed to identify, elucidate and plan for 
reducing or eliminating them. Information is not being 
shared among all the parties involved, a glaring deficiency 
of which the Enquiry is critical. Ongoing risk assessment 
and the need for professionals to have sufficient 
competencies in recognition and delivering care to those 
with multiple vulnerabilities must be recognised and 
delivered. 

The findings outlined above highlight child protection issues 
as an important risk factor in maternal deaths. The Enquiry 
opined that these women are more likely to disengage 
from services and are quite vulnerable. Social services and 
all agencies involved in the care of drug and alcohol 
misusing mothers, both expectant and post partum, need 
to be more vigilant and continue their involvement and 
support after removal of the infant into care. 

Skills training and knowledge 

Professionals involved with these deaths were found to be 
deficient in their clinical skills and knowledge, particularly in 
identifying different types of mental illnesses. Local training 
programmes could help bridge the gap in knowledge, 
improve skills and change attitudes: a significant role for 
addiction psychiatry. NICE has provided screening questions 
to identify depression, and recommends exploring past and 
present psychiatric history in all pregnant women at the first 
antenatal visit 2 . 

Communication 

Poor communication between services has been mentioned 
repeatedly as a significant and avoidable factor. Standardised 
protocols to disseminate essential information to relevant 
professionals should be integral to any service operational 
policy, and must be constantly reviewed and audited. 

In summary, the CEMACH Enquiry has again highlighted, 
and brought into focus, the importance of tackling and 
addressing substance misuse and coexisting psychiatric 
disorders to prevent maternal deaths. It is now incumbent on 
providers to deliver competent and integrated care, to review 
local protocols and communication strategies, and for 
commissioners to be aware of the importance of integrated 
care and clinical governance. 
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PREGNANCY 



IS THERE A SAFE LEVEL OF ALCOHOL CONSUMPTION 
DURING PREGNANCY? 


EXPOSURE to alcohol during pregnancy can 
lead to a number of foetal abnormalities 
including foetal alcohol syndrome (FAS), foetal 
alcohol spectrum disorder (FASD) and alcohol 
related neurodevelopmental disorders. The 
link between high levels of alcohol 
consumption and FAS is well established but 
the effects to the foetus of low to moderate 
levels of alcohol consumption are less clear 
and there is a gap in the research evidence 
base. 

What are the current guidelines? 

At present there is no clear consensus in the 
UK on what levels of alcohol consumption, if 
any are safe during pregnancy Guidelines 
from the Department of Health (DH) 1 and the 
National Institute for Clinical Excellence 
(NICE) 2 differ in their recommendations. 

DH guidance suggests pregnant women 
or women trying to conceive should avoid 
drinking alcohol altogether but if they choose 
to drink should have no more than one to two 
units of alcohol once or twice a week and 
should not get drunk 1 ; guidance which is 
similar to that of the United States, France, 
Canada and Australia. In contrast to this 
advice, the NICE (2008) guidelines 
recommend avoiding alcohol in the first three 
months of pregnancy but state after this 
period “if women choose to drink alcohol, 
advise them to drink no more than one to two 
units once or twice a week... At this low level 


there is no evidence of harm” 2 . Guidelines 
from The British Association for 
Psychopharmacology recommend that 
pregnant women should be advised not to 
drink alcohol or, if they do, at a maximum of 
one drink per day 3 . These are the same 
recommendations as in the 2007 NICE 
guidelines. 

The Royal College of Midwives (RCM) 
recommends that women completely avoid 
alcohol during pregnancy The Royal College 
of Obstetricians and Gynaecologists (RCOG) 
acknowledge there is no evidence of harm 
associated with a low level of alcohol 
consumption but also recommend women 
avoid alcohol completely during their 
pregnancy. DH, RCM and RCOG feel it is more 
responsible to advise women not to drink at all 
during pregnancy on the basis that women 
often do not know what a unit of alcohol is 
and may accidentally or deliberately exceed 
the advised limit. 

The disparity between these various 
guidelines may create confusion for pregnant 
women and women wishing to conceive and 
seeking advice on alcohol use. An online 
forum for mothers (www.mumsnet.com) 
found the array of guidelines and frequent 
changes to be confusing and conflicting, 
making it difficult to form a clear conclusion. 

What does the evidence suggest? 

A recent systematic review commissioned by 


the Department of Health examined the 
effects of low to moderate levels of prenatal 
alcohol consumption (up to 10.4 UK units or 
83 g/week) compared with consumption of no 
alcohol in pregnancy It found no convincing 
evidence of adverse effects of prenatal alcohol 
exposure at low to moderate levels of use 4 . 
There is a paucity of evidence to demonstrate 
an association between low to moderate 
alcohol consumption and foetal health 
problems. 

One UK-based prospective study found 
that the consumption of less than one unit of 
alcohol per week during the first trimester was 
independently associated with an increase in 
clinically significant mental health problems in 
children. However the association was found 
in girls only and the findings have not been 
replicated 5 . In another study there was 
evidence that maternal alcohol consumption 
at low levels was related to difficult behaviour 
in children; a dose-response relationship was 
also identified. The effect was observed at 
average levels of exposure of as low as one 
drink per week 6 . Another study indicates a 
possible association between light to moderate 
alcohol consumption during the second 
trimester and lower IQs in offspring at 10 years 
of age 7 . However, all of these studies had 
significant methodological problems and more 
research is needed. 

The key problem in undertaking research 
in this area is that there exists a number of 
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potential confounding factors that make it difficult to 
demonstrate a clinically significant association between 
foetal alcohol exposure and a negative outcome. 

Despite the studies having deficits in their 
methodology they may offer some insight into the 
nature of the interaction between alcohol and the 
foetus. Considering the fact that not all children 
exposed to prenatal alcohol develop physical or 
mental health problems in later life, there may also be 
a genetic interaction. 

Conclusions 

There has been a mixed response from public sector 
organisations as well as medical specialists to the most 
recent NICE guidelines. Professor Sir Liam Donaldson, 
Chief Medical Officer for England, welcomed the 
stricter guidelines. Professor Frank, professor of 
sociology at the University of Kent refers to the 
updated guidelines as ‘A Rumsfeldian attack on 
mothers-to-be” and warns that the drivers behind the 
updated guidelines are not in accord with evidence 
based medicine, rather a belief that it is morally wrong 
for women to drink. 

At present the available evidence base does not 
provide a definitive answer as to whether or not low to 
moderate levels of alcohol consumption during 
pregnancy are safe. And if there is a safe level of 
alcohol consumption during pregnancy, at present we 
don’t know what it is: it remains a challenge to 
researchers to find out. In the meantime government, 
health and public sector organisations need to form a 
clearer consensus on what recommendations to offer 
women during their pregnancy so as to avoid 
confusion. 
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The third annual Lock Conference, 'Families R Us', organised by liana Crome, Professor 
of Addiction Psychiatry, and opened by Richard Hays, Head of the School of Medicine, 
took place on 9 May at Keele Hall, Keele University. The 60 delegates included 
doctors, psychiatrists, nurses, psychologists, social workers, drugs workers and 
service managers. Vernon Coker MP, Under Secretary for State for Crime Prevention 
at the Home Office, addressed the meeting by discussing the new Drugs Strategy, 
and responded to many questions. Speakers came from all professions and 
disciplines, including the religious and spiritual (Rabbi Brian Fox), from academic child 
and adolescent psychiatry (Professor Jonathan Hill of Manchester University) and 
from prevention research (Clare Mackie from the Institute of Psychiatry, London). The 
Department of Children, Schools and Families was represented by Marcus Bell; the 
voluntary agency. Turning Point, by Jane Christian; the police by Sgt Robert Bateman. 

The focus was on the role families play in the development, prevention and 
treatment of substance problems and the psychiatric conditions that may be 
associated with these problems. Issues discussed included acknowledgement of the 
pressures of modern life for parents and children and a greater understanding of the 
key processes in families (i.e. discipline, safety and attachment). 

There was a consensus on the necessity for greater efforts for joint working by 
professionals. Evidence for the value of psychological interventions in the prevention 
of substance use in teenagers and tackling crime in communities were some of the 
themes that emerged. There was lively and critical debate on issues such as the price 
of alcohol, improvement in treatment services for alcohol misuse especially in 
adolescents, and the re-classification of cannabis. 
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Regional meetings 

West Midlands: Thursday 17 July 
South East: Wednesday 15th August 
East Midlands: Friday 12th September 
London: Wednesday 17th September 
Hampshire: Thursday 25th September 
South West: Friday 17th October 
North East: Thursday 6th November 
North West: Thursday 6th November* 
East of England: Friday 28th November 

*to be confirmed 

National events 

BAP 2008 Summer meeting Sunday 20 
to Wednesday 23 July 2008, Harrogate 
lynne@bap.org.uk 01223 358421 

SCAN Annual Conference: Specialism 
and Professionalism in Addiction 
Treatment Thursday 25 and Friday 26 
September, Radisson SAS Manchester 
Airport 

scan@nta-nhs.org.uk 020 7261 8706 

SSA Symposium Thursday 13th and 
Friday 14th November, Park Inn, York 
"Addiction across the life span, tracking 
processes of recovery" 
Graham.Hunt@leedspft.nhs.uk 
0113 295 2787 

The Royal Society of Edinburgh 
Alcohol, our Favourite Drug: from 
Chemistry to Culture Public event: 
evening of 26 February '09, conference: 

27 February dwelsh@royalsoced.org.uk 
0131 240 5027 Fuller details will be given 
in the autumn issue of SCANbites. 
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